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Physical Activity and Fitness

| nt roducti on

Evi dence of the multiple health benefits of regular physical
activity continues to nount. Regular physical activity can
hel p to prevent and nanage coronary heart disease,
hypertensi on, noni nsulin-dependent di abetes nellitus,

ost eoporosi s, obesity, and nental health problens (e.g.,
depression, anxiety).!® Regular physical activity has al so
been associated with | ower rates of colon cancer® and
stroke** and may be linked to reduced back injury.” On
average, physically active people outlive those who are

i nactive.? Regular physical activity can also help to

mai ntain the functional independence of ol der adults and
enhance the quality of Iife for people of all ages.?!®

Because coronary heart disease is the | eading cause of death
and disability in the United States, the potential role of
physical activity in preventing coronary heart disease is of
particul ar inportance. Physically inactive people are

al nost twice as likely to devel op coronary heart di sease as
peopl e who engage in regul ar physical activity.® This is
only slightly less than the relative risk for such well -
known risk factors as cigarette snoking, high blood
pressure, and high blood chol esterol. Furthernore, nore
peopl e are at risk for coronary heart disease due to

physi cal inactivity than for any other single risk factor,
and those with other risk factors for coronary heart

di sease, such as obesity and hypertension, may particularly
benefit from physical activity.

| ncreasi ng evi dence suggests that |ight to noderate physi cal
activity, below the | evel recomended for cardiorespiratory
fitness, can have significant health benefits, including a
decreased risk of coronary heart disease.?"3 For the

i nactive, even relatively small increases in activity are
associated wth neasurable health benefits. In addition,
light to noderate physical activity is nore readily adopted
and mai ntai ned than vi gorous physical activity. Therefore,
conpared to the 1990 objectives, the year 2000 objectives

pl ace greater enphasis on reducing inactivity and increasing
light to noderate physical activity.

The rel ati onshi ps between physical activity and health are
nurmer ous and conpl ex.® Many different physiol ogic and
physi cal effects are associated with the many different



types of physical activities that a person can choose to do.
Wiile it is unclear what exact types and anounts of physi cal
activity are required for precise health benefits, several
heal t h-rel at ed di nensi ons of physical activity are thought
to be nobst inportant in producing selected health effects.?
The year 2000 objectives are proposed to ensure that health-
rel ated di nensi ons of physical activity that enconpass key
physi ol ogi ¢ and physi cal nechani sns becone part of regul ar
behavi oral patterns.

For exanple, Objective 1.3 addresses the di nension of

physi cal activity associated with energy or caloric
expenditure which results in energy utilization, thereby
enhanci ng wei ght loss or control. Pursuing activities that
result in energy expenditure may al so produce physi ol ogic
changes that favorably affect blood pressure, platelet
aggregation and fibrinolysis, and gl ucose tol erance, thereby
hel ping to prevent or manage coronary heart di sease and

di abetes nellitus.?® Objective 1.4 addresses aerobic
intensity which increases the ability of the

cardi orespiratory and other systens to do physical work, but
may al so have an additional beneficial influence on
preventing cardi ovascul ar di sease. bjective 1.6 addresses
muscul ar strength, nuscul ar endurance, and flexibility which
are inportant because they may protect against disability
and, therefore, nmay serve to ensure regular physical
activity participation. As research continues to elucidate
the links between physical activity and selected health
outcones, individuals wll be able to increasingly sel ect
physical activity patterns optimally suited to individual
heal th risks and physiologic benefits as well as to

i ndi vi dual preferences.

Unfortunately, few Americans engage in regul ar physi cal
activity despite the potential benefits. Less than 10
percent of the U S. adult popul ation exercises at the |evel
recommended by the 1990 objectives: "exercise which involves
| arge nmuscle groups in dynam c novenent for periods of 20

m nutes or longer, 3 or nore days per week, and which is
performed at an intensity of 60 percent or greater of an

i ndividual's cardiorespiratory capacity."® Less than half
the adult popul ation exercises 3 or nore days per week for
20 mnutes or |longer regardless of intensity of dynamc
nmovenent of |arge nuscle groups. The preval ence of physical
inactivity increases with advanci ng age especially during
adol escence and early adul t hood.

Note: Except as otherwi se noted, all rates in the
foll ow ng objectives are annual. \Were the baseline



rate is age adjusted, it is age adjusted to the 1940
U.S. population, and the target is age adjusted al so.
If a rate is age adjusted, the crude baseline rate
may be found in Appendi x D

Heal th Status (bjectives

1.1* Reduce coronary heart di sease deaths to no nore than
100 per 100,000 people. (Age adjusted baseline: 135
per 100, 000 in 1987)

Speci al Popul ati on Tar get

Cor onary Deat hs 1987 Basel i ne 2000 Target %
(per 100, 000) Decr ease
1. 1a Bl acks 163 115

Basel i ne data source: National Vital Statistics System
(speci al analysis), CDC. 33

*For commentary, see (bjective 15.1 in Heart Disease and
Stroke. This objective also appears as Objective 2.1 in
Nutrition and as Qbjective 3.1 in Tobacco.

1. 2* Reduce overwei ght to a preval ence of no nore than 20
percent anong people aged 20 and ol der and no nore
t han 15 percent anong adol escents aged 12 through 19.
(Baseline: 26 percent for people aged 20 through 74
in 1976-80, 24 percent for nen and 27 percent for
wonen; 15 percent for adol escents aged 12 through 19

in 1976-80)
Speci al Popul ati on Targets
Over wei ght 1976- 80 Basel i ne 2000 Target %
Preval ence Decr ease

1. 2a Low i nconmre worren aged

20 and ol der 37% 25%
1.2b Bl ack wonen aged 20
and ol der 44% 30%
1. 2c H spani c wonen aged
20 and ol der
Mexi can- Amreri can 39%
Cuban wonen 34%
Puerto Ri can wonen 37%

1.2d Ameri can | ndi ans/



Al aska Nati ves 29-75% 30%

1. 2e People with disabilities 36% 25%
1. 2f Wnen with high bl ood

pressure 50% 41%
1. 29 Men with high bl ood

pressure 39% 35%

Not e: For people aged 20 and ol der, overweight is defined
as body nmass index (BM) equal to or greater than 27.8 for
men and 27.3 for wonen. For adol escents, overweight is
defined as BM equal to or greater than 23.0 for nal es aged
12 through 14, 24.3 for males aged 15 through 17, 25.8 for
mal es aged 18 through 19, 23.4 for fenmal es aged 12 through
14, 24.8 for femal es aged 15 through 17, and 25.7 for
femal es aged 18 through 19. The values for adol escents are
t he age and gender-specific 85th percentile values of the
1976-80 National Health and Nutrition Exam nation Survey
(NHANES I1), corrected for sanple variation.®*® BM is
cal cul ated by dividing weight in kilograns by the square of
height in nmeters. The cut points used to define overweight
approxi mate the 120 percent of desirable body wei ght
definition used in the 1990 objectives.

Basel i ne data sources: National Health and Nutrition
Exam nati on Survey (NHANES), CDC, Hi spanic Health and
Nutrition Exam nation Survey, CDC; Indian Health Service;
for people with disabilities, National Health Interview
Survey, CDC.

*For commentary, see Objective 2.3 in Nutrition. This

obj ective al so appears as (bjective 15.10 in Heart D sease
and Stroke and as Objective 17.12 in Di abetes and Chronic
Di sabling Conditions.




Ri sk Reduction Qbjectives

1.3* I ncrease to at | east 30 percent the proportion of
peopl e aged 6 and ol der who engage regul arly,
preferably daily, in light to noderate physica
activity for at least 30 m nutes per day. (Baseline:
22 percent of people aged 18 and ol der were active
for at least 30 mnutes 5 or nore tinmes per week and
12 percent were active 7 or nore tines per week in
1985)

Note: Light to noderate physical activity requires
sust ai ned, muscul ar novenents, is at |east equivalent to
sustai ned wal king, and is perforned at | ess than 60 percent
of maxi mum heart rate for age. Maxinmum heart rate equals
roughly 220 beats per mnute m nus age. Exanples may

i ncl ude wal ki ng, swi nm ng, cycling, dancing, gardening and
yardwor k, various donmestic and occupational activities, and
ganes and ot her chil dhood pursuits.

Basel i ne data source: Behavi oral Ri sk Factor Surveill ance
System CDC.

Physical activity is defined as any bodily novenent produced
by skeletal nuscles that results in caloric expenditure.!!
Caloric expenditure utilizes energy. Energy utilization
enhances weight loss or control and is inportant in
preventing and managi ng obesity, coronary heart di sease, and
di abetes nellitus. Engaging regularly in light to noderate
physical activity for at |least 30 mnutes per day wll help
to ensure that calories are expended and confer health
benefits. 213 For exanple, daily physical activity

equi valent to a sustained walk for 30 m nutes per day would
result in an energy expenditure of about 1050 cal ories per
week (1.5 mles X 100 kcal per mle x 7 days per week = 1050
kcal per week). If caloric intake remains constant, this
woul d translate into a weight | oss of roughly one-third
pound per week. Furthernore, epidem ol ogic studies suggest
that a weekly expenditure of 1000 cal ories could have
significant individual and public health benefit for
coronary heart disease prevention, especially for those who
are originally sedentary.?

A mninmumlevel of intensity for light to noderate physical
activity is set by the exanple of a sustained walk. This

| evel of activity is feasible for nost people. Those
willing and abl e can perform even nore vigorous types of
physi cal activity for the purpose of inproving and/or

mai nt ai ning cardi orespiratory fitness (see (bjective 1.4).
However, light to noderate activities confer considerable



health benefit, are nore likely to be adopted and mai nt ai ned
than intense activities, and are less likely to result in
injury. 3

Al though light to noderate physical activity for a sustained
period of at least 30 mnutes is preferable, intermttent
physical activity also increases caloric expenditure and may
be inmportant for those who cannot fit 30 m nutes of
sustained activity into their schedules. The point is to
encour age physical activity as part of a daily routine.
Peopl e engaging in light to noderate physical activity |ess
often than daily also receive health benefits, but if the
frequency falls below three days per week, they may be | ess
likely to maintain a regular pattern of activity over tine.?

Most Americans engage in |ess physical activity than is
proposed by this objective. Currently only 22 percent of
peopl e aged 18 and ol der engage in at |east 30 m nutes of
activity 5 or nore tines per week and only 12 percent report
that they are this active 7 or nore tinmes per week. Simlar
rates prevail for older adults and | owincone individuals.

| ncreasi ng public awareness about the many benefits of |ight
to noderate physical activity could help to attain this

obj ective. For exanple, Anericans need to recogni ze the

i nportance of daily physical activity to wei ght nanagenent,
to know that walking is a formof exercise nost people can
do, and to understand that one needs to remain active
throughout life. It is also inportant for people to realize
that starting out slowy, and gradually increasing the
frequency and duration of their physical activity over tine
is the key to successful behavior change.? 1In the case of
wal ki ng, the nessage becones "if you are not used to daily
wal ki ng, then wal k slowly and take short, frequent wal ks,
gradual |y increasing distance and speed."” Educati onal
messages shoul d be appropriately tailored to reach ol der
adults, people with disabilities, and racial and ethnic
mnorities.

For young children, attaining this objective wll require
publ i c awareness nessages targeted to parents. Parents
shoul d be encouraged to exercise wth their children (e.qg.,
daily famly wal ks), to advocate for daily school physical
education (see (bjective 1.8), and to involve their children
in the physical activity prograns of comunity

or gani zati ons.

*Thi s objective al so appears as Qbjective 15.11 in Heart
Di sease and Stroke and as bjective 17.13 in D abetes and
Chroni ¢ Di sabling Conditions.



1.4 I ncrease to at | east 20 percent the proportion of
peopl e aged 18 and older and to at |east 75 percent
the proportion of children and adol escents aged 6
t hrough 17 who engage in vigorous physical activity
t hat pronotes the devel opnment and mai nt enance of
cardiorespiratory fitness 3 or nore days per week for
20 or nore mnutes per occasion. (Baseline: 12
percent for people aged 18 and ol der in 1985; 66
percent for youth aged 10 through 17 in 1984)

Speci al Popul ati on Tar get

Vi gorous Physical Activity 1985 Basel i ne 2000 Tar get

Per cent
| ncr ease
1. 4a Lower incone peopl e aged
18 and ol der (annual
famly incone $20, 000 7% 12%

Note: Vigorous physical activities are rhythmc, repetitive
physi cal activities that use |large nmuscle groups at 60
percent or nore of maxi mum heart rate for age. An exercise
heart rate of 60 percent of maximum heart rate for age is
about 50 percent of meximal cardiorespiratory capacity and
is sufficient for cardiorespiratory conditioning. Maxinum
heart rate equals roughly 220 beats per m nute m nus age.

Basel i ne data source: For people aged 18 and ol der, the
National Health Interview Survey, CDC, for youth aged 10

t hrough 17, the National Children and Youth Fitness Study I,
ODPHP

Regul ar vi gorous physical activity hel ps achi eve and

mai ntai n hi gher | evels of cardiorespiratory fitness than
light to noderate physical activity. Cardiorespiratory
fitness or aerobic capacity describes the body's ability to
performhigh intensity activity for a prolonged period of
time without undue stress or fatigue. Having higher |evels
of cardiorespiratory fitness hel ps enable people to carry
out their daily occupational tasks and |leisure pursuits nore
easily.

The vi gorous physical activities that help to achi eve and
mai ntain cardiorespiratory fitness can also contribute
substantially to caloric expenditure, and probably provide
addi tional protection against coronary heart disease over

| ess vigorous forns of regular physical activity.>?2®

Vi gorous physical activities include brisk wal king,



j oggi ng/ running, lap sw nm ng, cycling, dancing, skating,
row ng, junping rope, cross-country skiing,

hi ki ng/ backpacki ng, racquet sports, and conpetitive group
sports (soccer, basketball, volleyball). Activities such as
stair clinbing; strenuous housework, yardwork, and
occupational tasks; and children's ganes (tag, kickball) and
ot her chil dhood pursuits nmay also qualify as vigorous
activities if they are sustained and elevate the heart rate
to at | east 60 percent of the maxi num heart rate for age.

Hi gher | evels of cardiorespiratory fitness can be achi eved
by increasing the frequency, duration, or intensity of
activity over that suggested in this objective (i.e., nore
than three tinmes per week or nore than 20 m nutes per
session or at a higher intensity), but the ralationshipis
not linear. Progressively |larger increases in frequency,
duration, or intensity are needed to induce a steady
increase in cardiorespiratory fitness. The frequency of
muscul oskel etal injury also rises with nore frequent,

prol onged, and intense activity.?3°

This objective is designed to encourage vigorous physi cal
participation for at |least three tinmes per week.
Unfortunately, those that neet the mnimal frequency and
duration proposed in this objective may secure a strong
cardi orespiratory system but they may not achieve the

wei ght control or physiologic benefits secured by daily
activity (see bjective 1.3). On the other hand, daily

vi gorous physical activity perforned for 30 m nutes per day
Wi ll surely provide daily energy expenditure, but there is
also an increased injury risk.3® Therefore, vigorous

physi cal activity should be incorporated into the daily
activity pattern proposed in Qojective 1.3 in a manner that
will not result in injury.

Monitoring progress toward this objective nust take into
account the decline in maximal cardiorespiratory capacity
with age.® A nethod for this has been devel oped and used in
surveys that obtain information about physical activities
performed w t hout neasuring pul se rates.



1.5 Reduce to no nore than 15 percent the proportion of
peopl e aged 6 and ol der who engage in no |leisure-tine
physical activity. (Baseline: 24 percent for people
aged 18 and ol der in 1985)

Basel i ne data source: National Health Interview Survey,
CDC.

Al though the protective effect of a nore active lifestyle is
seen for both occupational and |eisure-tine physical
activity, the anmount of physical activity at work and in the
home has declined steadily. For nost people, the greatest
opportunity for physical activity is during |eisure.
Unfortunately, 24 percent of nen and wonmen aged 18 and ol der
report no leisure-tinme physical activity. The preval ence of
| ei sure-tine sedentarismincreases wi th advanci ng age--33
percent of people aged 45 through 64 and 43 percent of those
aged 65 and ol der engage in no |eisure-tinme physical
activity.® People with disabilities and | ower-incone
individuals are also nore likely to be sedentary at |eisure.

It is inportant for those who are sedentary during their

| eisure-tine to take the first step towards devel oping a
pattern of regular physical activity. Public education
efforts need to address the specific barriers that inhibit
t he adoption of physical activity by different popul ation
groups. O der adults, for exanple, need infornmation about
safe wal ki ng routes, appropriate foot care and footwear for
those with foot problens, appropriate |levels of activity for
those with coronary heart disease and other chronic
conditions, and the availability of group activities in the
comunity.



1.6 I ncrease to at | east 40 percent the proportion of
peopl e aged 6 and ol der who regul arly perform physi cal
activities that enhance and maintain nuscul ar strength,
muscul ar endurance, and flexibility. (Baseline data
avail abl e in 1991)

Muscul ar strength, muscul ar endurance, and joint flexibility
are excepted conponents of health-related fitness although
the type, frequency, duration, and intensity of activities
necessary for specific age and gender groups remains to be
determ ned. Regular participation in honme maintenance,
yardwor k, gardeni ng, and sel ected occupational activities
may satisfy this objective in adults. Participation in
ganes and ot her active childhood pursuits may satisfy this
objective in children. Satisfying this objective may
require conbinations of activities as not all activities
wi Il both increase nuscul ar strength and endurance and
enhance flexibility.

Muscul ar strength and endurance describe the ability of

skel etal muscles to perform hard and/or prol onged work.
Strength and endurance greatly affect the ability to perform
the tasks of daily living w thout undue physical stress and
fatigue. Regular use of skeletal nuscles helps to inprove
and nmai ntain strength and endurance. %4 Engaging in regul ar
physi cal activity and engaging in a variety of physical
activities can help to satisfy this objective. Al though

wei ght training (exercising wwth free weights or wei ght
machi nes) can increase nuscle strength and endurance, weight
training is not necessary to neet this objective and may not
be appropriate for all age groups and individuals. %

Flexibility describes the range of notion in a joint or
sequence of joints. Those with greater flexibility may have
a lower risk of future back injury.” Oder adults with
better joint flexibility may be able to drive an autonobile
nore safely.* Joint novenent through the full range of
nmotion helps to inprove and maintain flexibility.

Stretching exercises and engaging regularly in a variety of
physical activities may help to satisfy this objective.

Physical activities that inprove nuscular strength, nuscul ar
endurance, and flexibility also inprove the ability to
performtasks of daily living. The performance of routine
daily activities is particularly inportant to maintaining
functional independence and social integration in ol der
adults. Increasing the public's awareness of all of these
potential benefits may help to encourage the pursuit of
activities that will pronote nuscul ar strength, nuscul ar
endurance, and flexibility.



1.7 Increase to at |east 50 percent the proportion of
overwei ght people aged 12 and ol der who have adopted
sound dietary practices conbined wth regul ar physical
activity to attain an appropriate body weight.
(Baseline: 30 percent of overwei ght wonen and 25
percent of overweight nen for people aged 18 and ol der
in 1985)

Basel i ne data source: National Health Interview Survey,
CDC.

Overwei ght occurs when too few cal ories are expended and too
many consuned for individual netabolic requirenents.? The
results of weight | oss progranms focused on dietary
restrictions al one have not been encouragi ng. Physical
activity burns calories, increases the proportion of lean to
fat body mass, and raises the netabolic rate.* Therefore,

a conbi nation of both caloric control and increased physical
activity is inportant for attaining a healthy body weight.?3

Nei t her frequent fluctuations in body wei ght nor extrene
restrictions in food intake are desirable. Overwei ght
peopl e should increase their physical activity and shoul d
avoi d cal ori e-dense foods, especially those high in fat.
Diets that are lower in fat and higher in vegetables,
fruits, and grains can facilitate weight reduction.
Extrenely lowcalorie diets, cyclic weight reduction, and
fad weight-1oss reginmes of unscientific nmerit should be
avoi ded. Practices should be adopted that are safe and that
| ead to | ong-term mai ntenance of appropriate weight.
Extrenme behaviors as exhibited in bulima or anorexia
nervosa should be nedically treated.

Sel f-hel p groups and prograns that apply the principles of
behavi or nodification (e.g., goal setting, self-nonitoring,
stimulus control, reinforcenment) may hel p overwei ght

i ndividuals to sustain the physical activity and dietary
practices needed to reach an appropriate body weight.

The target for this objective is very anbitious, but given
the potential health benefits of weight loss in the
overwei ght person, this objective deserves special priority.
Attaining this objective wll help to reduce the preval ence
of overweight in the total population (see Objective 1.2).
The prevention of overwei ght anong those not yet overwei ght
is also vitally inportant. Objectives 1.3, 1.4, and 1.5 in
this priority area and Objectives 2.5 and 2.6 in Nutrition
address the primary prevention of obesity.

*Thi s objective al so appears as Objective 2.7 in Nutrition.



Services and Protection CQbjectives

1.8 Increase to at | east 50 percent the proportion of
children and adol escents in 1st through 12th grade who
participate in daily school physical education.
(Baseline: 36 percent in 1984-86)

Basel i ne data sources: For students in 5th through 12th
grade, the National Children and Youth Fitness Study 1,
ODPHP; for students in 1st through 4th grade, the National
Chil dren and Youth Fitness Study |1, CDPHP

Participation in school physical education assures a m ni num
anmount of physical activity by children and conti nued
physical activity into adulthood. Findings fromthe
National Children and Youth Fitness Studies | and Il suggest
that the quantity, and in particular the quality, of school
physi cal education prograns have a significant positive
effect on the health-related fitness of children and

yout h.4%4 | n addition, recent reports suggest that physica
education prograns in early childhood not only pronote

heal th and wel | - bei ng, but also contribute to academ c

achi evenent . 4

Concern about the anmount and quality of youth physi cal
activity and school physical education has been expressed by
several groups, including the Arerican Acadeny of Pediatrics
and the American Coll ege of Sports Medicine. |In 1987, both
houses of Congress passed a resolution (H Con. Res. 97)
encour angi ng state and | ocal educational agencies to provide
high quality daily physical education prograns for al
children in kindergarten through 12th grade. Only one
state, Illinois, currently requires daily physical education
as part of the curriculumin kindergarten through 12th

gr ade.

Al though a quantity is not synonynous with quality (see
ojective 1.9), the proportion of students receiving daily
physi cal education in school is one neasure of the frequency
of participation in physical activity and the frequency of
exposure to information about how and why to partake in
activity. Because tinme spent engaged in regular, vigorous,
and prol onged physical activity outside of school physical
education falls off sharply during the fall and w nter

mont hs, daily school physical education prograns can play an
inportant role in hel ping children and youth maintain a high
| evel of physical activity year-round.

In 1974-75, it was estimated that roughly one-third of



students in 5th through 12th grade recei ved physical
education daily. As of 1984, the situation had changed
little, wwth only 36 percent of students in 5th through 12th
grade receiving phyical education daily.% 1In 1986, only 36
percent of students in 1st through 4th grade received daily
physi cal education. %

Most children in the | ower grades are enrolled in school
physi cal education but many receive it fewer than 5 days per
week. I n the upper grades, fewer children are enrolled but
those who are nore often participate in daily physica
education classes. Therefore, to achieve this objective,
physi cal education needs to be nore frequent for children in
the | ower grades, whereas enrol |l nent needs to be increased
for children in the upper grades.

To achieve this objective equitably for all of America's
children, daily adaptive physical education progranms should
be available for children wth special needs. School

physi cal education requirenents are al so recomended for
students in preschool and post secondary prograns.



1.9 I ncrease to at | east 50 percent the proportion of
school physical education class tine that students spend
bei ng physically active, preferably engaged in lifetine
physical activities. (Baseline: Students spent an
estimated 27 percent of class tine being physically active
in 1983)

Note: Lifetime activities are activities that may be
readily carried into adul thood because they generally need
only one or two people. Exanples include sw mm ng,

bi cycling, jogging, and racquet sports. Also counted as
l[ifetime activities are vigorous social activities such as
dancing. Conpetitive group sports and activities typically
pl aed only to young children such as group ganes are

excl uded.

Basel i ne data source: Siedentop 1983.

Results fromthe National Children and Youth Fitness Studies
| and Il reveal ed that although enrollnent in physical
education positively affects fitness, the nature of the
programis of even greater inportance.* 4 The intent of
this objective is to encourage the inplenentation of high
qual ity physical education prograns that will enhance the
fitness of children and youth and encourage |ife-I|ong

physi cal activity.

Al t hough school physical education can help to assure a

m ni mum anount of physical activity for children and youth,
studies indicate that only 27 percent of class tinme is spent
in actual physical activity; 26 percent of tine is spent in
instruction, 22 percent is spent in admnistrative tasks,
and 25 percent is spent waiting.3 The target of 50 percent
is attainable if waiting tine is trinmred to less than 5
percent of class tine.

Many physi cal educators stress the i nportance of dedicating a
maj or portion of the physical education curriculumto
lifetime physical activities, especially as the student
approaches adul thood. Despite the acknow edged i nportance of
lifetime physical activities outside the physical education
class (60 percent) than within it.* The portion of the

physi cal education curriculumdevoted tolifetime fitness in
5th through 12th grade is only 48 percent, 45 percent for
boys and 50 percent for girls. The average student is exposed
to 5.6 different lifetime activities over ayear's tine. To a
| arge extent, relays and i nformal ganmes for younger students
and conpetitive sports for older students are still the

mai nstay of the physical education program Mre class tine
shoul d be spent engaged in lifetine activities and nore



enphasi s given to devel opi ng the know edge, attitudes,
cognitive skills, and physical skills students need to remain
physi cal Iy active throughout life.

1.10 | ncrease the proportion of worksites offering
enpl oyer - sponsored physical activity and fitness progranms as
fol |l ows:

Wrksite Size 1985 Basel i ne 2000 Tar get
50- 99 enpl oyees 14% 20%
100- 249 enpl oyees 23% 35%
250- 749 enpl oyees 32% 50%
750 enpl oyees 54% 80%

Basel i ne data source: National Survey of Wrksite Health
Pronotion Activities, ODPHP

Worksite physical activity and fitness progranms provide a
mechani sm for reaching | arge nunbers of adults. Exanples of
such prograns include onsite exercise facilities and
exerci se cl asses, reinbursable nmenbership fees in health
clubs and Ys, informal wal king clubs, formal fitness
chal | enges and canpai gns, and flexible health benefits that
i ncl ude exercise-related activities. Enployer-sponsored
prograns can be offered on site or in conjunction with
community organi zations. Smaller worksites may prefer to
align thenmselves with a community recreation facility in
order to neet this objective.

Al t hough varied, worksite fitness progranms can increase the
physical activity and fitness of program participants and

i nprove enpl oyee health.!” Evidence that worksite prograns
are cost-effective is also growing. Such progranms may even
reduce enpl oyer costs for insurance prem uns, disability
benefits, and nedi cal expenses.?® Additional benefits for
enpl oyers include increased productivity, reduced
absent eei sm reduced enpl oyee turnover, inproved norale,
enhanced conpany i nmage, and enhanced recruitnment. Benefits
to enployers and the community can be further increased by
including famly nmenbers and retirees in worksite prograns.

Hi gh |l evel s of participation can be achieved by offering a
vari ety of physical activities, maxim zing conveni ence,
permtting enpl oyees to exercise on conpany time, or giving
enpl oyees flexible tinme for use of the facilities. A
pronoti on and education canpaign can aid in recruitnent.

I ncentives and awards for regular participation or

achi evenent can hel p notivate people to continue. Enployee
i nvol venent in planning and nanagi ng the program nay al so be



i nportant to program success. Special effort should be made
to target sedentary and high-risk enployees. Optimally,
efforts to pronote physical activity and fitness at the

wor ksite shoul d be part of a conprehensive health pronotion
program (see Objective 10.12 in Qccupational Safety and
Health and Qbjectives 8.6 and 8.7 in Educational and
Communi t y- Based Prograns).

In 1985, a national survey of worksites found that
activities to pronote physical activity and fitness were
present at 22 percent of worksites with 50 or nore

enpl oyees.?® O these, the najority offered information (65
percent) or group classes or workshops (59 percent). Far
fewer offered equi pnment or facilities (22 percent), special
events or conpetition (26 percent), or subsidized
menber shi ps (27 percent). O worksites offering exercise
equi pnrent or facilities, 89 percent set aside an area
specifically for fitness activities, 76 percent had a | ocker
roomw th showers, 74 percent had stationary bicycles or

ot her aerobic exercise equi pnment, 62 percent had wei ght
trai ni ng equi pment, 53 percent reported other major exercise
facilities or equipnent (e.g., swnmmng pools, running
tracks, or racquetball, tennis, or squash courts), and 22
percent had a fitness course.

As purchasers of group health and life insurance pl ans,

enpl oyers can al so desi gn enpl oyee benefit packages that

i ncl ude coverage for fitness club nenbership fees and
communi ty- based fitness classes or reduced insurance

prem uns and rebates for enpl oyees who participate regularly
in worksite fitness prograns or who can docunment regul ar
physi cal activity.



1.11 | ncrease community availability and accessibility of
physical activity and fitness facilities as foll ows:

Facility 1986 Basel i ne 2000 Tar get
Hi ki ng, biking, and fitness 1 per 71,000 people 1 per 10, 000
trail mles peopl e
Publ ic sw mm ng pool s 1 per 53,000 people 1 per 25,000
peopl e
Acres of park and 1.8 per 1,000 people 4 per 1,000
recreati on open space (553 peopl e per peopl e
managed acre) (250 peopl e
per managed
acre)

Basel i ne data source: McDonal d and Cordell 1988.

Participation in regular physical activity depends in part on the
avai lability and proximty of community facilities and conducive
environments. As facility distance fromresidence increases, use
general ly decreases. People are unlikely to use community
resources located nore than a few mles away by car or nore than
a few mnutes away by bike or on foot. In a recent national
survey, 51 percent of adults agreed that greater availability of
exercise facilities would help them becone nore involved in
regul ar exercise.

The National Recreation and Park Associ ation (NRPA) has
establ i shed recreation, park, and open space standards and

gui delines that recormend, at a mninum 6.25 to 10.5 acres of
devel oped open space per 1,000 people (or 1 nmanaged acre for
every 95 to 160 people).?® A 1986 survey of nunicipal and county
park and recreation departnents found that the average nunber of
citizens per managed acre was 553, well over the standard of 95
to 160.2° The average for small, medium and |arge comunities
were 345, 1,147, and 312 citizens per acre, respectively. (Smal
communities were defined as fewer than 25,000 people, nedium as
25,000 to 100, 000 people, and |l arge as nore than 100, 000 people.)

Trails in particular are unavailable in nost communities. Only
46 percent of municipal and county park and recreation
departnments provide fitness trails, 29 percent provide hiking
trails, 21 percent provide bicycle trails, and 15 percent provide
snow trails. For departnments with trails, the average nunber of
mles for all trail types conbined is 23, but the nedian is only
6 mles. Were trails are provided, the average nunber of
citizens per trail mle ranges from 17,107 for hiking trails to
19,129 for biking trails to 28,941 for fitness trails. |Including
areas wWithout trails yields national estimtes of roughly 1
hiking trail mle per 59,000 citizens, 1 biking trail mle per
91,000 citizens, and 1 fitness trail mle per 63,000 citizens.



Addi tional mles of convenient and accessible trails for biking,
j oggi ng, hiking, and cross-country skiing are very nmuch needed.

The NRPA standard recommends 1 comrunity sw nm ng pool per 20, 000
people within a service radius of 15 to 30 mnutes travel tine.
Only 56 percent of municipal and county park and recreation
departnments provide one or nore conmunity swi nm ng pools. The
medi an nunber of pools per departnent is one. For small, nmedium
and | arge communities, the nedians are 1, 2, and 4 pool s,
respectively. For departnents providing pools, the nunnber of
citizens per pool averages 29,850. Including areas served by
departnments that do not provide pools yields a national estimate
of roughly 1 public pool per 53,000 people.

O her facilities conducive to physical activity are also in

i nadequat e supply. For exanple, the nedian nunber of tennis
courts per park and recreation departnent is only 8  For small
medium and | arge communities, the nedians are 5, 12, and 32
courts, respectively. For departnments providing tennis courts,

t he nunber of citizens per court averages 6,817. Nationally, the
nunber of citizens per court is estimated to be about 8,000. In
contrast, the recommended standard for tennis courts is 1 court
per 2,000 people within a service radius of 0.25 to 0.5 m|es.
Simlarly, four is the nedian nunber of basketball courts per
park and recreation departnment. For small, nmedium and |arge
communities, the nedians are 2, 5, and 14, respectively. For
departnents providi ng basketball courts, the nunber of citizens
per court averages 12,551. Nationally, the estimate i s about
15,500. The recommended standard for basketball courts, however,
is 1 court per 5,000 people within a service radius of 0.25 to
0.5 mles. Nunerous other facilities including sport playing
fields, community recreation centers, and conmunity golf courses
also fall short of recomended standards.



1.12 I ncrease to at | east 50 percent the proportion of primary
care providers who routinely assess and counsel their
patients regarding the frequency, duration, type, and
intensity of each patient's physical activity practices.
(Baseline: Physicians provided exercise counseling for
about 30 percent of sedentary patients in 1988)

Basel i ne data sources: Anerican College of Physicians (in
press); Lewi s 1988.

Physi ci ans and other health care providers are viewed as
respected sources of information about preventive as well as
curative nmedicine. An estimated 80 percent of the popul ation
sees a physician at |east once during a given year, and 54
percent of all encounters are with primary care physicians (e.qg.,
general practitioners, famly physicians, internists,
pedi atri ci ans, obstetrician/gynecol ogists).* Qher primary care
provi ders with whom pati ents have frequent contact include
physi ci an assistants, nurse practitioners, and nurses.

Most patients seen by primary care providers could benefit from
encour agenent and advi ce on physical activity, and 85 percent of
adults say that a doctor's recommendati on woul d hel p them get
nore involved in regular exercise.' However, physical activity
assessnment and counseling is not yet routine practice for nost
primary care providers. In 1983, less than half of primary care
physi ci ans were found to "routinely" inquire about their
patients' exercise habits.* A nore recent national survey of
internists found that although 66 percent routinely obtained and
recorded the patterns of exercise for patients newto their
practice, exercise counseling was provided to fewer than one-
third of all sedentary patients.! Furthernore, when exercise was
di scussed with patients, less than three mnutes typically was
spent on the subject. A neta-analysis of 7 physician surveys

(it ncluding 2 national surveys of famly practitioners), 1 chart
audit study, and 2 consuner surveys al so estimated that
physi ci ans provi de exercise counseling for roughly 30 percent of
sedentary patients. ?

Though few studi es have evaluated the effectiveness of physical
activity counseling by primary care physicians or other

provi ders, 36 percent of the patients at one intervention site
wher e physicians were trained to counsel had begun a program of
regul ar physical activity conpared to 28 percent at a control
site.? Additional support for the effectiveness of physical
activity counseling in clinical settings cones from cardiac
rehabilitation progranms where exercise conpliance rates of 50
percent at 6 nonths are typically observed.!? Because of the
potential benefit, the U S. Preventive Services Task Force
recommended that clinicians counsel all patients to engage in a



program of regul ar physical activity tailored to their health
status and personal lifestyle.* dinicians who are unable to
design an effective programshould refer patients to a preventive
medi ci ne specialist, a certified exercise specialist, or an
accredited fitness center.

Surveys suggest that many physicians are unconfortabl e about
their ability to properly counsel and advise patients about

physi cal activity. A standardized set of questions,
prescriptions, and counseling protocols would facilitate

attai nment of this objective as would training in physical
activity assessnment and counseling through professional
preparation curricula and continuing education prograns. Efforts
to involve primary care providers personally in physical activity
may al so be effective in increasing counseling by providers.
Several studies have shown that the activity |evels of physicians
are associated with their physical activity counseling
practices.?® Primary care providers may further extend their

i nfl uence by serving as visible role nodels and, as comunity

| eaders, can encourage schools to provide daily school physical
education (see (bjectives 1.8 and 1.9).

Per sonnel Needs

Priorities for ensuring an adequate supply of personnel to
achi eve the physical activity and fitness objectives over the
next decade include the foll ow ng:

Establi sh the nunber and types of health professionals,
including allied/associated public health fields, who are
needed to acconplish the practice, educational, and research
aspects of the physical activity and fitness objectives.

Provide sufficient, appropriate curricular content in
physical activity and fitness in all schools and prograns
preparing students for careers in the health, education, and
recreation professions, including allied/ associated public
health fields, and ensure that all graduates of such school s
and prograns can denonstrate know edge of these subjects.

| ncrease the provision of continuing education on physi cal
activity and fitness by national professional associations
whose nenbers have roles in pronoting physical activity and
fitness.



Surveil |l ance and Dat a Needs
Avai l ability of Future Data

Annual data from existing surveys are available to tract
bj ective 1.1.

Peri odi ¢ surveys and/or supplenents to existing surveys can
help to tract Cbjective 1.2, 1.3, 1.4, 1.5, 1.6, and 1.7.

New surveill ance systens are needed to tract (bjectives 1.8,
1.9, 1.10, 1.11, and 1.12.

High Priority Needs

Expanded surveillance of physical activity is needed to
provi de periodic information on the activity patterns
of children and youth, racial and ethnic mnorities,
and people with disabilities.

Information is needed about the health-rel ated physical
fitness | evel s of abl e-bodi ed and di sabl ed popul ati ons
aged 6 and ol der according to age, gender, race, and
ethnicity. Periodic assessnent of national fitness

Il evels is inportant because fitness |levels reflect
changes in physical activity patterns. Although a
single national estimte of the health-rel ated physical
fitness levels of children aged 6 through 17 was

provi ded by the National Children and Youth Fitness
Studies | and Il, no national estinmates of the health-
related fitness of U S. adults are avail abl e.

| nformati on about the availability and use of community
physi cal activity progranms, facilities, and speci al
events is also very nuch needed.

State and | ocal surveillance systens are needed to
provide state and | ocal estimates for all of the above.



Resear ch Needs

Research i s needed,

especially for popul ati on subgroups, to

further define the rel ationshi ps between physical activity,
physi cal fitness, and:

The inci dence of
The inci dence of
The inci dence of
hip fractures;
The incidence of
The incidence of
The inci dence of
The inci dence of
patterns;

Nutritional

cardi ovascul ar di sease;
col on cancer;

ost eopor osi s and ost eoporosis-rel ated

and disability fromosteoarthritis;
| ow back pain, injury, and disability;
injuries;

obesity and sel ected types of body fat

patterns;

adoption of healthy behavior patterns;

prevention and cessation of cigarette snoking;

The

The

The treatnent of
The incidence of
peopl e;

| mpr oved nent al

al cohol and drug abuse;

depressi ve epi sodes anong depressed

wel | - bei ng;

The cognitive and functional ability of older adults;

and

Quality of life.

Research on the determ nants of regular physical activity is also
needed to identify the know edge, attitudes, and behavi or and
social skills associated with a high probability of adopting and
mai ntai ni ng a regul ar exerci se program

Rel ated Qbjectives From Ot her Priority Areas

Nutrition

2.20 Worksite nutrition/weight managenment prograns



Al cohol and O her Drugs

4.11 Anabolic steriod use

Mental Health and Mental Disorders

6.3 Ment al di sorders anong chil dren and adol escents
6.4 Ment al di sorders anong adults

6.5 Adverse health effects fromstress

6.9 Taki ng steps to control stress

6.11 Worksite stress nanagenent prograns

Educati onal and Conmunity-Based Prograns

8.4 Qual ity school health education

8.6 Worksite health pronotion activities

8.8 Heal th pronotion prograns for older adults

8.10 Community health pronotion prograns

Uni ntentional Injuries

9.4 Fal | -rel ated deat hs

9.7 H p fractures anong ol der adults

9.19 Protective equipnent in sporting and recreation events
Cccupational Safety and Health

10.12 Wirksite health and safety prograns

10.13 Worksite back injury prevention and rehabilitation
progr ams

Heart Di sease and Stroke

15. 2 Stroke

15. 4 Controll ed high blood pressure
15.6 Mean serum chol esterol |evel

15.7 Hi gh bl ood chol esterol preval ence



15.8 Taki ng action to reduce bl ood chol esterol

15.16 Worksite bl ood pressure/chol esterol education
Cancer

16.5 Col orectal cancer

Di abetes and Chronic Di sabling Conditions

17.1 Years of healthy life

17.2 Disability due to chronic conditions

17.3 Preserving function in older adults

17.5 Activity limtation due to chronic back conditions

17.9 Di abet es-rel at ed deat hs
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Control, Public Health Service, U 'S. Departnent of Health and
Human Services, Atlanta, GA

Hi spanic Health and Nutrition Exam nation Survey, National Center
for Health Statistics, Centers for Di sease Control, Public Health
Service, U S. Departnent of Health and Human Servi ces,
Hyattsville, ND.

I ndian Health Service, Public Health Service, U S. Departnment of
Heal th and Human Servi ces, Rockville, MD.

Lews, C E Disease prevention and health pronotion practices of
primary care physicians in the United States. Anerican Journal
of Preventive Medicine 4(4) Suppl:9-16, 1988.
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National Health Interview Survey, National Center for Health
Statistics, Centers for Disease Control, Public Health Service,



U S. Departnent of Health and Human Services, Hyattsville, ND.
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